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F 000 INITIAL COMMENTS F 000
' 6/19/15
Buring the annual Recertification survey and I
| invastigation of complaint numbers 34457, 35660 Disclaimer I

F 167
$8=C

! a2nd 31731, conducted on June 3, 2015, at

i Raintree Manor, no deficiencies were cited in

I relation to the complaints under 42 CFR PART
| 483, Requirements for Long Term Care,

1 483.10(g){1) RIGHT TO SURVEY RESULTS -
| READILY ACCESSIBLE

| A resident has the right to examine the results of
tha most recent survey of the facility conducted by
i Federal or State surveyors and any plan of
correction in effect with respect to the facllity.,

The facility must make the results available for
examination and must post in a place raadily
accessiblo to resldents and must post a notlca of
their avallabillty.

This REQUIREMENT is not met as evidenced

| by:

| Based on observation and interview, the facility
| falled to provide the most recent state survey

i results In & readlly accessibie location for ail

! rasldents In the facility.

| The findings included:

i

i Qbservation on 6/1/15, at 10:15 AM, of the

i facllity’s pesting titled, State Survey Results, :

_located in the glass display of the facility's lobby

i revealed "Copies of the most racent Stale Survey

! can ba found In the Lobby, East and West Nurses
Station, the Dir [Director] of Nursing's office and

I
[ Administrator's office...”
I

| that the findings constitute a deficiency, or that

This Plan of Correction is submitted as
required under State and Federal Iaw. The
facility's submission of the Plan of Correction
£ 167 does not constitute an admission on the part of
the facility that the findings cited are accurate,
the scope and severity determination is correct.
Because the faeility makes no such admissions,
the statements made in the Plan of Correction
cannot be used against the facility in any
subsequent administrative or civil proceeding,
taken:

F167 483.10( Survey Resunlts Readily accessible

1. The Administrator placed a binder with the
survey results in the lobby on 6/1/15.

The Nursing supervisor placed a binder with
survey results at the west nturses station on
6/1/15.

2. No resident was affected by this alleged
deficient practice.

3. On 6/3/2015 the administrator provided
education to the front office staff and the

facility management team on F-167 resident
rights to survey results. On 6/3/2015 The
administrator revised the notice and the

location of the survey results. The binder was
secured to the wall with a chain to prevent the
removal of the binder. [

!

{EORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPR
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ny deflclency statement ending with an dssérisk (*) denot
hor safaguards pravide sulficlant prat

as a daflclancy which the InsUtulion may be excused from correcting providing itis determined that
on 1¢ tha patients. (See Instructions.) Excapt for nursing hamas, the findings staled abave are disclosablo 90 days

llowdng the date of survey whether ornot a plan of corraciion Is proviged. For nursing homes, tho above findings and plans ef correction are dlssiosable 14
1ys following the data these documents are made avallable to tha facllity. I deficlencles sro ¢lted, an approved plan of carrection Is raquislie to continued
ogram parlcipation.
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F 167} Continued From page 1 i F 167! 6/19/15
Observation on 6/1/15, at 10:15 AM, revealed the s management team or designee will monitor
survey resuits could not be located in the lobby. ¢ designated location of the binder 5 x week
X4 “:eeks then weekly X 8 weeks or until
Observation on 6/1/15, at 10:22 AM, revealed the sustained compliauce can be achieved during
survey results could not be located at the West - environmental rounds to ensure the binder js
Nurses Station. readily accessible.
Interview with Licensed Practical Nurse #2 (LPN) 4. The Administrator will i
on 61115 at 10:25 AM, at the West Nurses Quality Assurance Perfon:::i}:]cztlf;ildmgs o the
Station, confirmed, "The survey results are not committee monthly for three month]:::::‘:jeltl;em
: " ; en
here on the wast statlon right now, fRN Quality Assurance Performance
m .
; Interview with LPN #1 on 6/1115 at 10:20 AM, at Ad]r:i;‘ir:&l:?; Tle)afm o mers elude:
the West Nurses Station, confirmed, “There are Social Servi o Dictary Moo sing, Director of
| N0 survey resulls in the lobby.” Data § ervices, Dietary Manager, Minimum
i ? a etfﬂfflj.ator and Medical Director.
| Interview with LPN #2 on 6/1/15 at 10:38 AM, in T -
| the conference room, confirmed the state survey
1 results were not located in the areas specified on
Ill':lt:bState Survey Result document located in the
= | lobby.
F 441 483.65 INFECTION CONTROL, PREVENT F 441 F 441483.65 Infection Control, Prevent  6/15,
$8=p | SPREAD, LINENS Spread , Linens 15
The fa_lcility must establish and maintain an 1. On 6/3/15 the Regional Director of
Infection Control Program designed to provide a Clinical Services provided one on one .
safe,lsanitary and comfortable enviranment anc_i education to the staff member on hand
Ef ggga%ree:?::jt ;r?fzglie:r?mpmem and lransmission . Hygiene Policy, Infection Control
(a) Infection Control Program 2. No resident was affected by this alleged '
The facillty must establlsh an Infection Control deficient practice. '
Program under which it - . .
(1) Investigates, controls, and pravents Infeclions 3. On 6/3/15 the Assistant Director of
in the facllty; Nursing and the Nursing Supervisor :
(2) Decides what procedures, such as isolatlon, provided re-education to all nursing staff o1
should be applied to an Indlvidual resident: and Hygiene Policy, Infection Control i
i )
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1 (3) Malntains a record of incidents and corrective
i actions related to infections.

|

! {b) Preventing Spread of Infection

) {1) Whan the Infection Centrol Program
determines thal a resident needs [sotation to
pravent the spread of infectlon, the facility must
isolate the resident.

(2) The facllity must prohlbit employass with a
communicable disease or Infected skin leslons
from diract contact with residents or thelr food, if
direct contact will transmit the disease,

(3) The facllity must requirs staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted

professlonal practice.

{c) Linens

Personnel must handle, store, process and

i lransport linens so as to prevent the spread of
infection.

: This REQUIREMENT is not met as evidenced |

Based on facllity policy review, observation, and
interview, the facility failed o malntain an
infaction control program to ensure meals were
distributed in a sanltary manner for 1 of 3 dining
areas observed.

The findings included:

Reviaw of the facility's pollcy (undated) Infection
Control Standard Pracautions revealed,
"...Perform appropriate hand hygiens...between
resident contact, and otherwise indicated to avalid

The Director of Nursing or designee will
monitor all meal services daily for twvo
weeks and then monthly for two months and
PRN to ensure meals are distributed in a
sanitary manner.

4. The Director of Nursing will report
findings to the Quality Assurance
Performance Improvement committee
monthly for three months and then PRN.
Quality Assurance Performance

- Improvement Team Members include:
Administrator, Director of Nursing,
Director of Social Services, Dictary
Manager, Minimum Data Set Coordinator
and Medical Director,

|

transfer of micraorganisms to other resldents or

J

JORM CMB-2587(02-50) Pravicua Veraions Obasiala Evant ID:QLMP11

Facility 10; TNB602 If continuatllon sheat Pogs 3 of 4




[

Tim b+ mwsr pr e w s i oww

PRINTED: 06/05/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0838.0391
NCIE VEY
DEFICIENCIES X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SUR!
ﬂgTsLhiilNgggO}sRECTlON *n IDENTIFICATION NUMBER: A. BUILDING COMPLETED
445216 B. WiNG 06/03/2015
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
415 PACE STREET
RAINTREE MANOR MG MINNVILLE, TN 37110
; IES [ 1 PROVIDER'S PLAN QF CORRECTION x5}
X0 SUMMARY STATEMENT og DEFICIENG CORRECTION .
3 DED BY FULL PREFIX {EAGH CORRECTIVE ACT
“'.‘}EZ"‘ : ée%f:?ﬂ%%‘gﬁgg?ggneﬁmﬂrfgfmmmmm TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
! DEFICIENCY)
!
F 441 Continued From page 3 F 441

environments, Perform appropriate hand hygiene
batween tasks.,.”

I Observation on 6/1/15 at 11:50 AM, in tha Main
Dining Hall, revealed a staff member scratched
her nose, repositioned a resldent's feet on

wheelchair foot rests with bare hands and then
| filled a resident's beverage cup with ice without
- sanitlzing the hands,

| Conlinued abservation on 61/15 at 11:51 AM, in
 the Main Dining Hall, revealed the sama staff
member scratched her nose and deliverad eating
utensils to the residents sitting at the tables in the
Main Dining Hall without sanilizing the hands.

QObservation on 6/2/15 from 11:56 AM through
11:59 AM, in the Main Dinlng Hall, revealed the
same staff member performed the following
tasks: changed the compact disk {CD) on the
audio equipment and scratched her head with
bare hands; filled a beverage cup with Ice without
the sanitlzing hands; scratched her nose and
filled a beverage cup with lce with bare hands
without sanitizing the hands: pleked her ear with a
bare finger, repositioned a resident with bare
hands, and filled 2 beverage cup with ice without
sanitizing the hands,

Interview with the Director of Nursing (DON) on
B/3/15 2t 8:40 AM, In the DON office, conflrmed
the facility failed to follow their Infection Control
Standard Precautlons Pollcy for hand hygiene
during the meal distribution.

{
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